Outcome has been measured for 6000 consecutive procedures in a major public teaching hospital day surgery unit. The unanticipated hospital admission rate was 1.34% and surgery-related admissions (0.95%) exceeded those related to anaesthesia (0.13 %). Perioperative complications related to surgery (1:105) were more frequent than those related to anaesthesia (1:176) and pre-existing medical problems (1:500). Anaesthesia-related complications were more frequent with general anaesthesia (1:114) than with local anaesthesia plus sedation (1:780) or regional anaesthesia (1:180). Recovery times after general anaesthesia were longer than after other anaesthetic techniques but did not correlate with patient age (r = 0.04; P = 0.02) and only weakly correlated with procedure duration (r = 0.21; P < 0.01). At early follow-up, 4.0% of patients had presented to a local medical practitioner and 3.1% to a hospital accident and emergency service, usually for minor problems. Take home analgesia was adequate for 95% of patients and 98.9% were happy with the day surgery service. Day surgery in a teaching hospital can provide satisfactory outcome, with low complication rates, high patient acceptance and low community support requirements after patient discharge.
Present limitations on health care funding suggest that the proportion of surgery performed as day-care su~gery will increase significantly in the near future. Motivation for this should not only include cost saving but also the intention to provide improved patient care, as measured by low complication rates and high patient acceptance of the service. 1 There have been few comprehensive published studies of outcome after day-care surgery. 2 Outcome has been measured by unanticipated hospital admission," major o ., and minor '.< complications and postoperative recovery times. ' '1 Little has been published regarding patient satisfaction 10.11 or postdischarge community support requirements in day-care units that offer a wide range of operative procedures. More comprehensive outcome studies are required to confirm that the potential advantages of day surgery are realised in practice. 1 There is also some evidence that a reduction in morbidity and improvement in performance can result from carefully designed outcome studies. 12 The Day Surgery Unit (DSU) at the Royal Adelaide Hospital is an architecturally integrated but functionally separate unit associated with a major teaching hospital. In this work we discuss outcome after day-care surgery as measured by unanticipated hospital admissions, complications, minor morbidity, recovery times, patient satisfaction and community support requirements in the early post-discharge period, for the first 6000 cases managed in the DSU between May 1989 and October 1992.
METHODS
Most of the procedures (92.5010) were carried out in a dedicated day-case operating room with the remainder done on general theatre lists which included inpatients. All patients were recovered in a dedicated two-stage recovery area. In the first stage recovery area, patients were required to have satisfactory vital signs after a minimum of three sets of observations at fifteen-minute intervals and a satisfactory Post Anaesthesia Recovery Score II before moving to the second stage, to sit out of bed in reclining chairs. Before patients were assessed for readiness for discharge they were required to spend a minimum of 60 minutes in second stage recovery (unless they received local anaesthesia only), and also have stable vital signs, minimal nausea and vomiting and the ability to walk, unless this was prevented by pre-existing disability or the direct nature of the surgery.
Information relating to patients, procedures, anaesthesia and recovery times and events was recorded for each patient on standardised forms and later entered into a computerised database. Wherever possible, patients were telephoned at home within the first few postoperative days. Complications, including those that required presentation to a local medical practitioner or hospital were recorded. Patients were asked if they were satisfied with their day surgery care and were also given the opportunity to make comments about any aspect of their management.
Complications were defined in accordance with the Federated Ambulatory Surgery Association's 6 definition for major complications as "untoward events associated with the ambulatory surgical experience with the potential for serious harm" that include serious anaesthetic complications, any medical problem requiring hospitalisation and surgical complications such as haemorrhage and infection. Such complications do not include "untoward responses with minimal or no potential for serious harm" which include minor morbidity such as transient episodes of pain or nausea and vomiting. In this study, the presence of postoperative pain was equated with pain that required treatment with at least Panadeine Forte (Stirling-Winthrop) (oral paracetamol 500 mg plus codeine phosphate 30 mg) or an equivalent analgesic. The presence of nausea and vomiting was defined as nausea and/or vomiting (N/V) that required pharmacological intervention.
Summary data for recovery times were compared with Student's t-test and Pearson correlation coefficients were calculated to determine the correlation between recovery times and patient age and procedure duration.
RESULTS

Patients and procedures.
The distribution of surgical procedures according to surgical subspecialty is shown in Table 1 . Of the 6000 procedures, 59010 were carried out under general anaesthesia, 26% with local anaesthesia supplemented by intravenous sedation, 12 % with local anaesthesia only and 3% involved regional anaesthesia, mostly axillary cervical plexus blocks. Patient age distribution is shown in Figure 1 . 61 % of patients were female. The larger proportion of female patients and the peak in the 20-29 year patient age group are due to large numbers of gynaecological patients and female patients undergoing extraction of third molar teeth. 90.2% of all patients were followed up by telephone after discharge.
Of these, 93% were contacted within the first three postoperative days.
Admission rate
The unanticipated hospital admission rate was 1.34%. Reasons for hospital admission are shown in 
Major complications
In the perioperative period, surgery-related complications were more common (1:105) than those related to anaesthesia (1:176) or pre-existing medical conditions (1:500). There was no patient death. One patient was admitted to the intensive care unit for a 24 hour period for management of pulmonary aspiration. Details of these operating and recovery room complications are listed in Table 3 . Since major surgical complications may commonly present for an extended time after the patient has returned home, the surgical complications listed in Table 3 may represent only approximately half the total complications anticipated. 6 Major anaesthetic complications however usually occur in the operating or recovery rooms and the recorded anaesthesia-related complicaions detailed in Tables 3 and 4 should provide reasonably complete complication rates for each anaesthetic technique. 
Minor morbidity
The incidences of postoperative recovery room pain and N/V after general anaesthesia varied considerably between surgical procedures, as illustrated in Figure 2 . The use of intravenous fentanyl, used in the DSU to treat more severe postoperative pain, also varied after the same procedures. It was most commonly used after laparoscopy (40.5070), knee arthroscopy (38.0%) and oral surgery procedures (4.5%), where extraction sites were commonly injected with local anaesthesia after third molar extraction under general anaesthesia.
The most common procedures carried out under local anaesthesia and sedation were oral surgery procedures (99% of which were third molar extractions) and intraocular lens extractions. The incidences of postoperative pain and N/V after the 436 oral surgery procedures were 66% and 6% respectively and after the 622 lens extractions, 6% and 1 % respectively.
Recovery times
For all procedures, the mean recovery times required for patients both to sit out of bed and to be ready for discharge were longer after general anaesthesia than after both local anaesthesia with sedation and regional (Table 5 ). For patients recovering from general anaesthesia, recovery times were significantly longer after gynaecological laparoscopic surgery than after other common procedures (Table 6 ). For all patients recovering from general anaesthesia, the recovery time taken to be ready for discharge was not correlated with patient age (r = 0.04; P = 0.02; n = 3350) and only weakly correlated with procedure duration (r = 0.21; P < 0.01; n = 3350). Recovery times after oral surgery procedures and lens extractions, under local anaesthesia and sedation, are included in Table 6 . 
Follow-up information
At follow-up, 4.0070 and 3.l 070 of all patients followed up had presented to a local medical practitioner or hospital accident and emergency department, respectively. Corresponding percentages for more common procedures are included in Table 7 . Most of these presentations involved extended analgesia prescription, management of nausea and vomiting or reassurance for minor problems. Pre-arranged Royal District Nursing Society (RDNS) services were required in 1.9070 of patients for wound care, instillation of eye drops and analgesic supplementation. There has been a recent five-fold increase in the use of this service, related to increasing numbers of day-case laparoscopic and open inguinal herniorrhaphies.
Of all patients followed up, 98.9070 stated that they were happy with the day surgery service.
The various analgesic medications supplied to patients at discharge were found to be effective by 69.2070 of patients, not required in 26.0070 and judged inadequate by 4.8070 of patients.
Follow-up of patients who underwent general anaesthesia revealed the following incidence of minor sequelae that warranted analgesic supplementation: muscle pain (1.4070), headache (3.5070), sore throat (5.l070).
Of 206 patients contacted after axillary block, 22 (10.7070) required further follow-up for symptoms possibly consistent with paraesthesia. Only two of these patients had persisting paraesthesia, possibly related to the axillary block and in those patients symptoms resolved after 48 hours and seven days respectively. Of the patients followed up after the axillary block, 22070 had mild injection site pain, while 2.9070 were unhappy with the choice of regional anaesthesia.
DISCUSSION
This outcome study of 6000 consecutive day cases demonstrates that complications and minor morbidity can be kept to an acceptably low level in a functionally separate day surgery unit within a teaching hospital environment. In addition, patient acceptance for the day surgery service was high and a wide range of procedures was performed with modest requirements for post-discharge community support.
The unanticipated hospital admission rate (1.34070) compares favourably with results from other studies where admission rates ranged from 0.1-2.4070. 25 This is particularly encouraging within a public teaching hospital environment where some operating is performed by registrars-in-training, and the patient population is such that personal social support network systems may be less well developed than in other parts of the community. Also, the threshold for admission in public hospitals may be lower than elsewhere.
Surgery-related complications (1:105), although data are likely to be incomplete, were more frequent than anaesthesia -related (1: 176) or medically-related complications (1:500), in agreement with previous work. '4 The higher incidence of surgery-related complication in the operating and postoperative recovery rooms suggests a need to continually review the balance between the demand for a low day surgery complications rate and the potentially conflicting requirements for surgical training. Also, new surgical procedures may have an associated "learning curve" with a temporary high complication rate.
The incidence of nausea and vomiting varied considerably between surgical procedures. This is in agreement with previously reported findings for a similar range of procedures, 15 and supports the belief that the incidence of postoperative N/V is likely to be strongly influenced by the type of surgery undertaken. 16 Recovery times in this study are less than those reported by Meridy.9 The use of dedicated day-case operating and recovery rooms may have had a favourable effect on recovery times. Also the use of propofol as an induction agent, with its shorter duration of action and decreased incidence of postoperative side-effects, may contribute to shorter recovery times. 17 Patient acceptance of day surgery and satisfaction with the provided service have been identified as important markers of day surgery outcome. I There was a high degree of general patient satisfaction with the day surgery service in this study. A more detailed examination of factors likely to affect patient acceptance of day surgery would be desirable and this is planned in future work in the DSU.
Measurement of the extent of community support required by patients after discharge is important, particularly in identifying post-discharge problems and ensuring the management of these problems is adequate. Also, any excessive community requirements that could reduce the financial benefits of day surgery may be identified. In this study, both the Iow incidence of support required in the early post-discharge period from local medical practitioners and hospital accident and emergency departments and the minor nature of most of the problems indicate satisfactory outcome. Little independent data for a wide range of procedures are available for comparison. Community based nursing services also may provide useful planned support after discharge, particularly after intermediate surgical procedures, including inguinal herniorrhaphy. 18 Post-discharge analgesia provided to patients was effective in 95070 of all patients followed up. If increasing numbers of more complex and extensive procedures are carried out as day cases it will be important to monitor analgesic effectiveness and explore new methods of pain relief.
Outcome studies are useful to ensure that any emphasis on cost saving through day surgery does not Anaesthesia and Intensive Care, Vol. 21, No. 6, December, 1993 lead to unacceptable reduction in the standard of patient care. This study has shown that day surgery can be performed to a high standard within a major teaching hospital.
